Background: Ectopic pregnancy is a common cause of maternal morbidity and mortality in the 1 st trimester of pregnancy; without timely diagnosis and intervention, ruptured ectopic pregnancy can become a life threatening condition. Objective: This study aims to give baseline indices on the incidence, clinical presentation, risk factors and the management of cases of ectopic pregnancy that presented in Alex Ekwueme Federal University Teaching Hospital, Abakaliki over a 5-year period. Materials and Method: This is a 5-year retrospective study of patients who were diagnosed with ectopic pregnancy between January 1 st 2012 and December 31 st 2016. The statistical analysis was done using SPSS version 22. Result: During the study period, there were 11,932 deliveries while 7725 Gynaecology patients were admitted. Over the same period there were 156 patients diagnosed and managed for ectopic pregnancy, accounting for 1.31% of all deliveries and 2.0% of all Gynaecological admissions. The modal age group was 26 -30 years 68 (43.6%), 122 (78.2%) were married, while 34 (21.7%) were single. Nulliparous were 41 (26.3%) and primiparous were 33 (21.2%). The commonest presenting complaints were lower abdominal pain and amenorrhea, and the commonest identified risk factor was previous pelvic inflammatory disease. Most of the cases were ruptured prior to presentation and partial salpingectomy was the management in all tubal pregnancy while two cases were unruptured and had salpingostomy and another case was abdominal pregnancy and had exploratory laparotomy only. Out of 156 women that presented with ectopic pregnancy, 8 (5.1%) died before surgery could be done due to late presentation. Fifty-seven women presented in a state of shock and 9 (5.8%) of the cases How to cite this paper: Uchewere complicated with acute renal failure. Conclusion: Ruptured ectopic pregnancy is a major cause of maternal morbidity and early pregnancy loss. Late presentation is a common feature in our environment; hence widespread advocacy on case identification and early presentation is urgently needed.
Introduction
Ectopic pregnancy is defined as implantation of a conceptus outside the normal uterine cavity [1] [2] [3] [4] [5] . It is one of the leading causes of maternal morbidity and mortality especially in the tropics where late booking is very common [2] . Though globally, the morbidity and mortality associated with ectopic pregnancy have decreased dramatically, mainly because of earlier diagnosis with ultrasound and β-hCG levels and subsequent treatment before it ruptures. Nevertheless, it is the leading cause of pregnancy related death in the first trimester and accounts for 4% -10% of all pregnancy related deaths globally [2] .
The incidence of ectopic pregnancy varies among and within countries [3] .
The incidence is related to liberal sexual practices and prevalence of pelvic inflammatory diseases [3] [5] . The perceived increase in the incidence of ectopic pregnancy may be due to a larger number of the cases in the population or a result of the improved sensitivity of the diagnostic test for ectopic pregnancy. In the past, a significant number of ectopic pregnancies may have been resolved spontaneously without being detected, which is less likely in modern clinical practice [6] . Ectopic pregnancy occurs in approximately 1.5% -2.0% of all pregnancies. The incidence has increased from 4.5 per 1000 in 1970 to 19.7 per 1000 in 1992 [2] . The reported annual incidence rates vary between 100 and 175 per 100,000 women aged 15 -44 [6] . The incidence in the UK has increased from 9.6 per 1000 pregnancies in 1991-1993 to 11.1 per 1000 pregnancies in [2003] [2004] [2005] [1] [6] . The incidence of ectopic pregnancy in developing countries is rather high as compared to developed countries. In Jamaica, the incidence is 1 in 28 deliveries, 1 in 21 deliveries in South Korea and 1 in 24.4 deliveries in Ghana. In the United States of America, the incidence is 1 in 241 deliveries to 1 in 280 deliveries while in Nigeria, the rate of 1 in 20 pregnancies has been reported in the southern cities compared to 1 in 50 in the Northern cities of Nigeria [3] [5] . The rate in southeast Nigeria was 1 in 90 deliveries and incidence of 11.1 per 1000 pregnancies [7] .
Several factors have been shown to increase the risk of ectopic pregnancy.
These risk factors share a common mechanism of action viz interference with the ciliary functions of the fallopian tube [6] [7] . It has been observed that pelvic inflammatory disease is the most common risk factor for ectopic pregnancy and Open Journal of Obstetrics and Gynecology early treatment of the disease does not necessarily prevent tubal damage [7] [8] .
The other reported aetiological factors including previous ectopic pregnancy, endometriosis, previous tubal surgery, infertility treatment, previous caesarean sections, tubal spasm, congenital defects of the fallopian tube, psychological and emotional factors have also been implicated [8] . Other factors associated with an increased risk of ectopic pregnancy include cigarette smoking [6] .
No specific symptoms or signs are pathognomonic for ectopic pregnancy [8] - [25] . It has been described as the great masquerader [9] . In the diagnosis of ectopic pregnancy, a high index of suspicion is needed especially in a young sexually active woman presenting with amenorrhea, abdominal pain and vaginal bleeding. In the confirmation of ectopic pregnancy, pelvic ultrasonography is the goal standard for diagnosis since it is non-invasive and relatively cheap and readily available; laparoscopy can be used for diagnosis and treatment especially for small unruptured cases, culdocentesis and abdominal paracentesis still have a role to play especially in resource poor setting with no ultrasound, skilled operators or electricity. Recently the "shock index" has been shown to play an essential role in the diagnosis of ruptured ectopic pregnancy [9] .
Laboratory diagnostic test include serial human chorionic gonadotrophin values which can be measured in serum starting from 8 -12 days after fertilization and doubles every two days in normal pregnancy, the B-submit of HCG is positive in 100% of ectopic pregnancy whereas the urine pregnancy test for β-hCG is positive in only 50% of ectopic pregnancy, the progesterone assay is < 15 ng/ml in ectopic pregnancy [9] . Various values of Human Chorionic Gonadotrophin had been used as "Discriminating Zone" in relation to ultrasound scan and estimated gestational age [9] . Endometrial histology which may show decidual reaction without evidence of chorionic villi or Arias-Stella reactions may also be used in the diagnosis of ectopic pregnancy [9] [10].
In the majority of cases, especially in resource poor setting like ours, surgery is the mode of treatment. The surgical treatment may either be an open surgery or laparoscopic depending on the surgeon's skill, availability of equipment and clinical state of the patient. The management of ectopic pregnancy has been revolutionized over the past few decades. This has resulted in emergence of several non-surgical options to what had once thought to be a solely surgical treatable condition. An earlier diagnosis can be made with transvaginal ultrasound and quantitative serum β-hCG. This increases the chances of success of medical treatment and minimizes its morbidity, mortality and financial burden [11] - [20] . For ruptured ectopic pregnancy, salpingectomy is the available treatment modality [21] [22] [23] [24] [25] this management option is invasive but it is life saving and effective. Intra operative blood salvage and auto transfusion is a simple effective and safe method of blood replacement in the surgical management of ruptured ectopic pregnancy, especially in resource poor settings [11] . In unruptured ectopic pregnancy in adequately selected and well-motivated patients, conservative surgery can be done [22] . Medical treatment can also be employed using systemic or ultrasound guided local injection of methotrexate, ac-Open Journal of Obstetrics and Gynecology tinomycin D, potassium chloride, or mifepristone [23] . The chance of intrauterine pregnancy in subsequent pregnancies is 40% after salpingectomy, 60% after conservative tubal surgery, 87% after medical treatment. The recurrent ectopic pregnancy rates after radical and conservative management are similar 10% -20% [24] [25] . Therefore there is a need for evaluation of outcomes of women managed for ectopic pregnancy in our hospital. The aim of this study was to determine the incidence, clinical presentation, risk factors and the management of cases of ectopic pregnancy that presented in Alex Ekwueme Federal University Teaching Hospital, Abakaliki.
Materials and Method
This was a 5 year retrospective study of patients who were diagnosed of ectopic 
Result
Over the study period, there were a total of 11,932 deliveries, 7725 gynaecological admissions and 156 ectopic pregnancies. This gives an incidence of 1.31% of total deliveries and 2.0% of gynecological admissions. The mean age was 28 years, the range is between 17 years and 46 years, modal age group 53 (33.9%) was 26 -30 years. Majority 122 (78.2%) were married and most had secondary school as their highest level of education 55 (35.3%). The incidence is more among women with low parity as 41 (26.3%) are nulliparous (Table 1) . Senior registrars were the surgeons in 111 (71.2%) of the cases while consultants carried out 38 (24.4%) of the cases, registrars carried out 7 (4.5%) of the cases.
One hundred and thirty-three (85.3%) were discharged within 8 days of admission while 23 (14.7%) went home after 8 days (Table 3) .
Complications suffered by women with ectopic pregnancy are shown in Table   4 . Out of 156 women that presented with ectopic pregnancy, 8 (5.1%) died before surgery could be done due to late presentation. Fifty-seven women presented in a state of shock and 9 (5.8%) of the cases were complicated with acute renal failure.
Discussion
Ectopic pregnancy is a common cause of maternal morbidity and mortality in the first trimester of pregnancy. The incidence of ectopic pregnancy in this study was 1.31% of all deliveries, this is consistent with the 1.3% -1.5% reported in similar studies [12] [14] [17] [22] but is much lower than 1.8% -4.26% found in other studies both in Nigeria and outside Nigeria [3] [6]. This is however, higher than 0.6% of total births in Pakistan [14] or 0.9% of total deliveries in another study in Nnewi [7] . This could be because of the duration of the study, the locality and/or patients characteristics. The highest incidence was amongst patient aged 26 -30, this is consistent with findings in other studies [7] [8] [9] [12] [13] [14] . This represents women in their reproductive age and the peak of sexual activities [17] . Poor contraceptive Open Journal of Obstetrics and Gynecology usage and increased risk of sexually transmitted infections are common among this age group [23] .
Majority of the women had secondary education only and this is similar to the study done in Nnewi [17] . This is a reflection of the socio-economic situation of the area and poor contraceptive usage by this group.
Nearly half of the patients were either in their first or second pregnancy, this is consistent with most findings in Nigeria [12] [13] [17] [22] . This may be ex- plained from the fact that multiple sexual partners and sexually transmitted infection and pelvic infections may predate most of these pregnancies [17] .
Lower abdominal pain was the commonest complaint at presentation this is often due to rupture of the tubal ectopic as a result of late presentation. Other clinical features are absence of menses/amenorrhoea, bleeding per vaginam, and fainting spell, these are complications that follow ruptured ectopic and these findings are in line with other studies [8] [9] [12]- [23] . The commonest identified risk factors were poor treated sexually transmitted infection 44.9%, multiple sex partners, and then previous history of abortions. Four patients had a previous history of ectopic pregnancy, while 27.6% had no identifiable risk factors. This is similar to the study done in Pakistan [14] and India [20] , but not consisted with other findings were previous induced abortion was the commonest identified risk factor [8] [9] [12] [13] . This may be because of non-disclosure as most patients would willingly choose to hide such information because of societal perception of people who have had an induced abortion. One patient had a history of fertility treatment showing that it is a risk factor to ectopic pregnancy though rare [10] [11] .
Despite late presentation to the hospital, most of the patients presented in a fairly stable clinical state. Blood transfusion was required in the management of 72.4% of these patients as most of them presented following rupture of the ectopic. This underlines the late presentation of these patients. In a similar study in Niger Delta, most of the patients were anaemic and required blood transfusion [13] , autologous blood transfusion was not done for any of the patients because of their late presentation and the fact that most of the blood evacuated did not meet the criteria.
The tubal ectopic was commoner on the right than on the left, this may be as a result of inflammation of the appendix [24] , this finding consists with other studies [9] [14] .
Senior registrars were the surgeons in 71.2% of the cases while consultants carried out 24.4% of the cases, this is similar to the finding in Kano [25] . This is because most cases present as emergency during odd hours and require prompt intervention to relieve the morbidity and prevent maternal mortality. Most of the patients were discharged within 8 days on admission. Fortunately there were no maternal deaths during the study, probably due to the prompt intervention given to all the patient at presentation.
Most of the patient with tubal ectopic presented with ruptured tubal ectopic pregnancy except 0.6% who presented with unruptured tubal ectopic, this is similar to the finding in Nnewi, Niger Delta and Sokoto [12] [13] [17] . These towns have similar patient characteristics to those found in this study. In this study as in most reports in sub Saharan Africa, ectopic gestation was treated mostly by laparotomy and salpingectomy. This is due mainly to late presentation to the hospital as most the patients in this series presented after the tubal ectopic had ruptured [12] - [22] [25] .
This study has some limitation. The incidence of repeat ectopic pregnancy and intrauterine pregnancies could not be assessed because most of the women were lost to follow-up. The authors recommend a prospective study to assess the outcomes of subsequent pregnancies among women with previous ectopic pregnancies in our locality.
Conclusion
Ectopic pregnancy is still a major gynaecological emergency with its attendant maternal morbidity and mortality. It is a public health issue as the risk factors include poorly treated sexually transmitted infections and pelvic inflammatory diseases and multiple sexual partners. Poor health seeking behaviour is apparent as most of the patients presented late after rupture of the ectopic pregnancy. Ignorance, poverty and illiteracy compound the problem. Health education, safer sex practices, improved infrastructures and manpower development are urgently required to reduce this menace.
